As well as the known responses of the infant to the amount of warmth, empathy, efficiency, and control shown by the mother,' attention must be given to the quality of response from the child. The degree of activity, passivity, positive versus negative mood, ease of stimulation against difficulty of arousal, regularity versus irregularity, considerably affects the mother's response.' Problems which children have with particular handicaps may well in their turn specifically affect aspects of their development and their parent's attitude towards them.
Handicap and Response
Though the blind child smiles at six weeks he does so less frequently and in response to touch rather than sight. 3 He cannot reach out and use his hand to locate objects, but has to wait to be touched by them. So that undertsanding of the world and particularly the definition of the self from the other cannot be reached through normal integration of sensations coming from hand, eye, and mouth.4 Such difficulties mean that the blind child may prefer to rely on body stimulation and movement for pleasure-rocking, twisting, thumb sucking-rather than through the manipulation of objects, essential to the sort of play which leads to adaptation, control, symbolization, and learning about the world. The unknown is dangerous. The familiar provides reassurance for any child deprived of information about his environmentwhether he is blind, deaf, autistic, or has cerebral palsy, spina bifida with difficulties in manipulating, moving and exploring, or is retarded with little interest or drive to explore.
For all these children a predictable routine of feeding and pleasure in body stimulation and body care by the mother may be more comforting and rewarding than the precariously controllable challenge of new situations. Such a routine may well be clung to in an obsessionally rigid manner and is found to be an important aspect of the emotional development of blind and sensorily deprived children. As a result there may be strong resistance to the move from be;ng fed to self feeding, use of the pot instead of napkins. Being left in a play group may result in clinging, and overdependence with restricted social contact with other adults and children. Instead of meeting the mother's failures of adaptation with powerful forward moves the drive may be directed towards a struggle for control, sameness, and fixation to immature patterns of functioning. The moderately or severely retarded child may present with several problems. These children and their parents appear to evoke a much less sympathetic response from the community than the physically handicapped. There may be greater tendencies to become frustrated and rejecting at the slow pace of development, with pattems emerging as described above. What may start as a difficulty-for example, gaining bowel and bladder control-can become a battleground. Alternatively, there may be a tendency to deny the slowness of development, as it may unfold relatively normally in sequence, problems then arising of acceptance of differences as school age approaches. Severely handicapped children are far more likely to be found among those placed in long-term residential institutions. The value of seeing both parents when a crisis arises is often not recognized, and in some families seeing the unaffected siblings or grandparents may reveal unexpected sources of problems or of strength. In this way it is possible to clarify confusion and distortions which can affect the whole family functioning and well-being. One member-a mother, the child, or sibling-may be found to be carrying the grief and distress for the whole family, which if shared can be less of a burden.
INTERPROFESSIONAL CO-OPERATION
The group of professional workers involved with the family may also find additional strength in meeting to consider the family's needs and by co-operating rather than allowing themselves to be split and divided by the family or their professional roles. The regular clinic with a number of mothers attending can provide an informal "extended" family for certain mothers and children. This mutual support has extended to the growth of voluntary societies-whether for autism, cystic fibrosis, mentally handicapped, spastics, spina bifida, rubella, blindness, deafness. Such organizations can help channel the powerful feelings aroused in the families to constructive reparative ends, whether through facilities provided or research supported, meeting the needs to do something. There is a risk that in finding such an expression for grief and mourning, certain less obvious personal aspects of reactions may be avoided.
PRE-SCROOL FACILITIES
So far as the children are concerned the provision of adequate pre-school facilities is vital in prevention and dealing with difficulties as they arise. The pre-school play group principle, with the mother participating alongside staff, is a useful concept, and there may be a case for the mixing of normal and handicapped children at this young age. In the day centre for pre-school children attached to the Department of Psychological Medicine at the Hospital for Sick Children it has been found preferable to mix intellectually handicapped together with non-handicapped children with severe emotional problems. As well as the informal support gained from the communal staff-parent-child play-activity groups, individual or group case-work or therapy with particular mothers and children is possible. Behaviour modification techniques can be used to control unwanted behaviour and encourage specific skills. Group work with the parents can be conductedparents confronting and being confronted with both the impact of the child on themselves, and the effect of their attitudes on their children's behaviour-while individual therapy can help children or parents to understand their feelings or reactions.
Parents' groups'0 are being conducted in several centres with a variety of problems, and this may be a method of giving support and understanding when current and future crises occur before they become intense.
Finally, drugs may be needed for the brain-damaged overactive impulsive child. As the child approaches school age the parent may have to face the necessity for special education. They once more become aware of the discrepancy between their expectations and reality. With adequate pre-school educational provisions, and satisfactory solutions of earlier crises it should be possible for the transition to be less painful. Physical or mental impairment should not handicap the future emotional adjustment and development of the child.
Nearly 20 years ago, when I was the new young doctor in the practice, one of my first visits was to Brenda, a bright-eyed child of 6, who had just returned home after hospital treatment for tuberculous meningitis. Fortunately, she made an apparently complete recovery, and as the years went by, I was needed to treat nothing more serious than colds and 'flu.
At 19 she got engaged and sought my advice on contraception. She wanted to try the pill. I knew her past history and that of her family, and there seemed no contraindications. She had a regular 28-day cycle lasting four days, with slight first-day dysmenorrhoea and a moderate loss. Physical examination revealed no abnormality. Brenda and her husband planned to wait two or three years before starting a family, and the three of us agreed that oral contraception seemed the ideal method. Three months before her wedding she started taking the pill and suffered minimal initial side effects. The duration of bleeding was reduced by one day and the dysmenorrhoea vanished. A full pelvic examination and cervical smear shortly after her marriage were entirely normal and she continued to take the pill for three years. During this time she attended my surgery every three months to report progress, and also to have the opportunity to discuss anything concerning oral contraception that she had heard of, or read about, in the popular press. Once a year she had a check-up comprsing urinalysis, blood pressure recording, examination of abdomen, breasts, pelvis and leg veins, and a cervical smear. No abnormality was detected on any occasion. The couple decided the time had come to start a family. Brenda now 22 years-old stopped the pill, had a withdrawal bleed, and a normal, slightly painful period arrived six weeks later. Her former 28-day cycle returned and I told her to return to see me if she thought she was pregnant or if she was not pregnant within six months. I took this opportunity of explaining to her that intercourse between the 12th and 14th days of a 28-day cycle, coinciding with the date of expected ovulation, offered the best chance of pregnancy.
Her periods continued to appear and after six months she returned. The couple were having intercourse three times a week and in my experience failure to conceive with frequent intercourse in mid-cycle should be investigated by the general practitioner after six months. Often something is wrong, and even if it is not, the feeling that "something is being done" goes a long way to avoiding the anxiety and depression which soon follow the disappointing menstrual regularity. As her dysmenorrhoea had returned after stopping the pill, I was pretty sure she was 
